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What alternative models are effective in improving health outcomes in children with
obesity in the United States?
Abstract
Background: Obesity in children has increased at an alarming rate in the past three decades and
has been associated with multiple comorbidities. This literature review has been focused on
pediatric obesity management research utilizing Family-Based Therapy, community-centered
interventions, behavioral modifications, and implementations for management within the
Primary Care setting.
Purpose: There has not been an established standard of care for children suffering from obesity.
This investigation was focused on the question; What alternative models are effective in
improving health outcomes in children with obesity in the United States?
Methods: A comprehensive literature review was conducted using Pub Med advanced search
engine. Search terms included pediatric, childhood, adolescent, overweight, obesity, BMI,
management, prevention, and treatment. Exclusion criteria terms were endocrine, pregnancy, and
adulthood.
Conclusion: Research designs that have shown success with BMI reduction include social and
family support, education, limiting screen time, reduced caloric intake, and increased activity
levels. The most successful programs for management include multiple factors from this list and
are interventions for more than three months. When looking at long-term sustainability
treatment duration should extend longer than six months.
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Treatment that is specific to a patient’s unique circumstances has shown the greatest
success in meeting treatment goals. Family-Behavioral Therapy has been shown to be the most
effective in lifestyle changes that are sustainable long-term for pedantic patients of any age and
their families. Further research does need to be conducted regarding the long-term sustainability
of treatment that is cost-effective.

Key Words: pediatric obesity, childhood obesity, treatment models, Family Behavioral Therapy,
Primary Care, community-centered interventions, behavioral modifications, United States
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What alternative models are effective in improving health outcomes in children with
obesity in the United States?
Introduction
Childhood obesity in the United States has continued to increase at an alarming rate over
the last three decades. There are well-known, negative health impacts on individuals suffering
from this condition. Today about 1/3 of individuals ages 0-18 are in the overweight or obese
category based on the body mass index (BMI) measurement.1 BMI measurements for pediatrics
use age, height, weight, and sex and are measured in a percentile compared to the average
population. The normal range for BMI is between the 5th and 85th percentile, overweight
between the 85th and 95th percentile, and obese greater than the 95th percentile. BMI formula is
weight in kilograms divided by the square of height in meters. Classification suggestions are as
follows: less than 18.5 underweight, 18.5-24.9 healthy weight, 25 to 29.9 overweight, and greater
than 30 obese.1 Standard measurement for BMI cannot be diagnostic until age two.1,2
Elevated BMI scores can contribute to the onset or worsening of several noncommunicable diseases. Obesity in pediatric populations has been shown to increase the risk of
high blood pressure, high cholesterol, type two diabetes, cancer, heart disease, sleep apnea, joint
problems, gallstones, and psychological difficulties.1, 2 Due to the complexity of this disease and
its associated risk factors, the occurrence of disabilities is increased, and morbidity and mortality
are negatively affected.1-3 Experts in the field of obesity have estimated that if humans could live
at an optimal BMI of 24, average life expectancy would increase by 13 years.3
One past management strategy was utilizing a Primary Care setting to identify those who
were in a higher-than-normal BMI range and advise the person to lose weight. This approach
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failed to meet the complexity of disease factors that have now been identified as causes and
barriers to the prevention and management of this disease. Diets high in calories, sugar, and fats,
commonly labeled “poor diets” and physical inactivity are the leading contributors to individuals
less than 18 years of age.2, 4 Through recent research, we now know that social determinants of
health (SDOH) can place entire communities at a higher obesity risk than their peers. 1, 2 Some of
the existing SDOH can have these effects: difficult access to healthy food choices, unhealthy
eating and drinking patterns, lack of physical activity opportunities, low amounts of peer and
social support networks, and unfavorable community designs and policies.2,5
Genetic variations are another factor that contributes to obesity. Predispositions to
increased hunger and food intake can place individuals at high risk for developing obesity.1, 2
Approximately 1% of obesity has been linked directly to endocrine disorders.2 Some studies
have also found genetic factors linked to maternal nutrition and metabolic disorders in
children.1,2
Issues that remain in treatment modalities are prevention, motivation, and maintenance of
ideal body habitus. This literature review will focus on Family-Based Therapy (FBT),
community-centered interventions, behavioral modifications, and implementations for the
identification of pediatric obesity through a Primary Care Provider (PCP). Many physiological
changes occur from age 0 to 18 and this review focused on broad-spectrum research that could
be applied across this period. Due to their minor status, parents or guardians must be
incorporated, with a minimum of consent for the individual.
The concepts of FBT focus on replacing unhealthy practices and forming new habits
cognitively and behaviorally through therapy in a variety of modalities with treatment from a
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psychologist. One barrier that often contributes to failure rates is the long-term treatment and
motivation of families to sustain this new lifestyle and way of cognition. Community-centered
interventions are resources or interventions that are used by the population at large or in a
school-based setting. Accessibility to these resources is key to their effectiveness. The limitations
of programs like these are often apparent when comparing communities by geographical, family
income, and racial differences. Each community has unique needs and barriers.
Behavior modifications are lifestyle changes that take place without FBT and can be
applied to the population at large without the same “personalized” approach. Their broad
application allows the family to address their barriers to physical activity and obesity
management. Most studies address sedentary lifestyles as a primary contributor to excess weight
gain. Implementation through primary care is often a connection point to identifying those in the
obesity category and connecting them to adequate resources. Management often requires
expertise beyond a primary care setting and many PCPs have reported a lack of adequate
training.5,6 PCPs have identified time restraints as a barrier to getting adequate consultation for
managing this disease.5, 6
Methods
For this literature review search, Pub Med advanced search was utilized using the
keywords: management or treatment or prevention and BMI or overweight and pediatric or
childhood or adolescent. The time frame of 2017 to 2022 was used to find the most recent
research studies. Within the search criteria “not phrases” included endocrine, pregnancy, and
adulthood to eliminate items less related to the research topic. The additional article features
criteria included only clinical trials or randomized controlled trials. From this advanced search,
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articles were selected and reviewed for current research studies related to childhood obesity and
alternative modalities for treatment.
Literature Review
The Center for Disease Control has implemented a prevention strategy aimed to target
large quantities of children and where they spend large amounts of their time, including childcare
facilities and schools. Healthy eating and physical activity policies were implemented in 2012. 2
Since the application of these policies, there has been a continued increase in childhood obesity
rates.4, 7 Investigations have been reviewed and show low compliance rates, and there has not
been a push to make the facilities compliant with the policies that are in place.4, 7 More recent
studies have shifted focus toward why prevention measures have failed and what strategies have
been shown to reduce BMI for those who meet the criteria of obesity. More complex issues have
also been noted such as the family functional unit, motivation to change, the lack of knowledge
in homes, adherence to given recommendations, and barriers to making a change. This literature
review is focused on alternative models that are effective in improving health outcomes.
The family unit is a highly influential factor that affects an individual’s lifestyle in areas
such as food resources, medical care, opportunities for physical activity, and attitudes toward
food.8, 9 The recent research study conducted by Bogl et al, has concluded that the family unit
affects these factors that contribute to obesity more than biological factors.8 This study evaluated
1,435 nuclear families that in total had 17,598 participants. Intake of fruits, vegetables, calcium,
and fiber by children was strongly correlated to parental tendencies. Genetic predispositions to
tastes such as sweet, sour, salty, and bitter can be altered with repeated exposure to a variety of
foods. Less significant similarities have been noted in adolescent food choices.8 Adolescents
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have been found to more frequently ingest high-calorie sugar-dense beverages, high-oil foods,
and foods high in sodium.7, 8 The family environment can be targeted for making significant
changes to affect BMI measurements.8-10 Environmental factors such as stress can also contribute
to food choices.4, 8, 9 When management of obesity is targeted at the environmental and family
level, such as FBT, lifestyle modifications can be made.9, 10 The benefits of FBT are dependent
on the amount of time spent in a therapy setting.9, 10 Peers have been identified as an important
aspect of adolescent life as children rely less on their parents. The flexibility of FBT can take
these areas into consideration and alter therapy plans and goals to fit changing bodies and minds.
FBT goals should include helping families with short and long-term goal setting, support
within family structures and their home environment, and peer interactions supporting their
goals.9,10 The research trial conducted by Wilfley et al examined FBT for optimal dose, content,
and mediators. They examined 172 families for short and long-term outcomes of successful BMI
reduction utilizing FBT.10 The recurrence of an obese state is a significant problem for many
struggling with this disease.1, 2, 4
In a study examining the home and neighborhood environment features, the greatest
improvements were seen with home interventions that promoted healthy behaviors such as
physical activity and reduced screen time or sedentary activities.11 For 181 children in this study
FBT had significant effects on weight reduction, dietary behaviors of eating low nutrient-dense
foods, and reduced sedentary time via screen time. This study linked an increase in physical
activity as a key component of weight reduction.11 Physical activity has also been shown to
reduce stress and the negative effects of stress eating.12
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The study conducted by Jasterboff et al examined the prevention of childhood obesity
through a mindfulness-based parent stress intervention FBT program. 12 They had a similar
approach to FBT but focused on stress and its effects on an individual's everyday activity and
eating habits.12 This study has similar findings, that parents are an influential factor in the diet
and lifestyle of the family unit.8-12 A limitation of this study is the smaller sample size used in a
pilot study.12 This study has similar findings concerning family dynamics more strongly
associated with younger children as opposed to adolescent ages.7, 8, 12
One study asked the question of whether children need to be a part of therapy to gain the
benefits of FBT for a family unit.13 The researchers examined the attendance of the child and
then monitored the family’s BMI, calorie intake, and physical activity throughout a two-year
period.13 Researchers concluded the benefits gained from Parent Based Therapy (PBT) versus
FBT were similar for both groups. The age range of FBT verse PBT can be an important
consideration as children transition into adolescent age. 9,10,13 This study also supports therapy
length as an important factor in success for achieving a reduction of BMI that is sustained over
years, realistic goals setting, and psychological benefits.13
According to the recent data collected by Wilfley et al, FBT within social environments
outside of the home has an impact on weight management behaviors.10 Psychological factors can
also be addressed through FBT, such as poor self-esteem, bullying, or depression. Each family
has a tailored plan that addresses individual barriers. From a psychological viewpoint, the
support that is needed to break through bullying and stigmas surrounding obesity can alleviate
some of the aspects that make obesity chronic in nature.10,14
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Another current research study that utilized FBT monitored weight loss concerning
environmental changes and neighborhood dynamics.15 It was concluded that obesity
management was improved by reducing the use of electronics and keeping foods poor in
nutritional quality out of the home environment.15 This study did not find any significant
differences in BMI measurements between people who lived in a neighborhood that had spaces
or facilities that could be utilized for activity or exercise. The community environment was also
evaluated through health markets, grocery stores, fast-food restaurants, and convenience stores.
No significant correlations could be made between the community environment and obesity.15
The methods for effectively reducing screen time included reducing the number of electronics
with a screen in the home and setting screen time minute limits. This study was not looking at
long-term effects and focused solely on the 16-week FBT session period.15
A recent study providing a community resource map that supported community
connections identified areas with higher-than-normal obesity rates in childhood.16 Researchers
gave participants a mapping system to identify food shopping areas with a full range of fruits and
vegetables, resources to support an active lifestyle, and supported behavioral changes.
Participants found the information helpful but still had barriers to getting to the locations and the
costs associated with them.16 This study was unable to identify any changes within the
communities that lead to health improvement.
Another study utilizing community-centered interventions evaluated a communitysupported agriculture program and nutritional education.17 The goals of the interventions were to
improve skills related to self-efficacy and eating behaviors.17 This study focused on changes
related to BMI, family activity levels, diet quality, household food access, attitudes towards food,
nutritional knowledge, and physical activity. The focus was on low-income families and how this
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community change could affect the measured outcomes. Households reported food access was
improved only during the productive season of the garden. The children in the study did not
have clinically significant changes in BMI or any aspects researched studied over one year.17
Participants could also receive nine classes with nutritional education and cooking skills class.
These classes were not mandatory, so correlations to participation could not be made. *
A study addressing FBT and community interventions utilized a multi-level approach to
obesity such as using primary care providers and outlining sources to identify families in need
and then referral to a “Healthy Families” program.18 This program utilized FBT, social cognitive
therapy, wellness coaching for food and physical activity, barrier resolution support, social
support, and goal-setting strategies.18 This programming took place for 1.5 hours each week for
eight weeks. Findings did not identify weight loss or physical activity increase throughout the
study.18 Differences were noted in the ability to read food labels and decreased consumption of
sugary drinks and foods. This program’s completion rate during the eight-week program was
about 50%, which mirrors the completion rates of similar studies. 9, 10, 18
Schools and daycares have often been targeted for community-centered intervention
because of their prevalence in each community. A study design that utilized a school setting and
behavioral modification focused on physical activity and social and emotional wellness
programs.19 The researchers monitored participants in programs which were two or three days
per week respectively for 12 weeks. Each session was one hour long and focused on physical
activity with a variety of games, races, running, obstacle courses, and strength moves. BMI
scores had significant changes from baseline to program end for children in the three-day-a-week
program.19 This group was found to have more engagement in the classroom as an additional
benefit. The twice-weekly program saw clinically significant improvements in energy levels and
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a more positive effect on life.19 This trial had a 78% completion rate for the exercise arm which
included pre/post surveys and BMI measurements. In comparison, the control group's
completion of this research was 82% of the initial participants.19 The past program proposed by
the CDC focused on physical activity, but implementations may continue to be a difficulty.
Funding, time restraints, program structure, and the overall application would need further
investigation.
Physical activity has also been shown to improve BMI measurements in a study utilizing
home-based exergaming for children diagnosed with obesity.20 For this experiment design
participants were given a 24-week regimen of moderate to high-intensity exergaming.
Exergaming is video gaming that requires the person to do physical activity to participate.20
Programming gradually increased their exercise intensity over the first six weeks of exergaming
to sustain 60 minutes daily seven days a week.20 Participants were also asked to have family
members or friends play with them at least three times a week. Fitness coaching was given
through the gaming platform and provided virtual meetings focused on self-efficacy, social
support, and barrier identification and solutions.20 Screen time was recommended to the family
to be less than two hours per day for all electronic devices. The adherence to this exercise
program was 94% and compliance was 89%.20 For this study, BMI was reduced, overall body fat
reduced, muscle mass increased, and blood pressure improved. Laboratory tests indicated
improved levels of low-density lipoprotein and total cholesterol levels. Excess body weight is a
risk factor for poor cardiometabolic health measurements, which can identify those at risk for
diabetes, heart disease, and vascular disease.2, 20
The current recommendations for daily exercise are 30 minutes of moderate exercise
most days of the week.2, 21 For weight control, the recommendation is 60 minutes of moderate to
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vigorous exercise most days of the week. Results for weight management using this
recommendation were confirmed by the study findings of Sánchez-López et al.21 The school
setting was targeted to reach the most children in the community. Playtime that consisted of
moderate to vigorous activity took place over the school year for participants. Over the nine
months, participants who completed the program entirely were 91%.21 In addition to weight
reduction and improved BMI measurements, body muscle mass to fat ratio was improved. This
school-based exercise study and the study design utilizing home-based exergaming showed an
increase in weight for children in the control group.20, 21
A multi-touchpoint study was conducted using a program called Healthy School Start II
(HSSII) that focused on parental and child lifestyle changes promoted through motivational
interviewing and education about diet, physical activity, screen time, and sleep habits.22 The
current research was focused on a follow-up of the trial HSSII from 2013 examining the longterm effects of the six-month intervention program. The findings concluded that treatment
duration was too short to have long-term sustained results for lifestyle changes in support of
obesity management or further prevention of weight gain.22 This study and those examining FBT
generally support long-term treatment plans and continued interventions to achieve an optimal
BMI.9, 10, 22
Primary Care has been established as the area of medicine that addresses health issues of
all types from prevention and education to long-term management in unison with other specialist
recommendations and referrals. Research conducted by Messito et al focused on PCP prenatal
and pediatric prevention with special attention to low-income families. The study provided
nutritional counseling over three years through the Starting Early Program (STeP) to caregivers
based on STeP protocol.23 This period was utilized as an intervention for prevention because of
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the large number of medical visits during prenatal development and the first three years of a
child’s life.23 Statistical differences were not achieved through this preventative program for
children at the age of three in the areas of cardiovascular metabolic panels or BMI
measurements. This program also reported a high dropout rate among participants of this
program, issues about participation over the period were multifactorial and inconclusive in
nature.23
A novel study design was created called Family Check-Up 4 Health (FCU4Health) and
found significant changes in short and long-term treatment outcomes. The design utilized an
evidence-based parenting program for the prevention of weight gain within the Primary Care
setting.24 This study contributes its success to a multi-year program incorporating behavioral
training, community support for families, and health assessments for nutritional, behavioral, and
physical activity components. Resources including Primary Care, Nutrition, Social Services, and
Psychology were all utilized for this study design. These specialized groups evaluated families
based on a needs assessment.24 In total, this research trial took place over six years and had a
wide variety of steak holders from national, state, and individual community departments.24
Compliance rates were similar to the average patient adhering to treatment plans within primary
care. The next aspect of this program is still in progress, evaluating the real-world application of
FCU4Health outside of a research-oriented design.24
Many people who struggle with obesity would benefit from the convenience of treatment.
Ideally, this would generate improved compliance rates and successful obesity reduction with
sustainability. A platform that was developed with this in mind, utilized an internet-based
prevention program that was established through Primary Care and other community venues.
The study utilized a randomized control design and an internet-based platform called
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Time2bHealthy for children and their parents. Social cognitive behavioral therapy was the
treatment intervention that took place over 11 weeks.25 A dietitian was also involved to help with
goal setting that was specific, measurable, attainable, realistic, and within a time frame.
Measurements were taken after the experiment and then post six months of treatment.25 Modest
benefits remained at six months check-ins for nutritional data such as decreased saturated fat and
sugar intake, and self-efficacy but BMI was not changed.
Another research design was developed in 2021 and titled “Healthier Together”. This was
a pilot study researching the implementation of a novel family-centered pediatric obesity
prevention program over a 5-week course of treatment.26 The program had families educated on
nutritional practices, cooking demonstrations, and physical activity recommendations. This
design utilized medical students to provide all aspects of this program’s education.26 Follow-up
took place eight months later and found significant changes from baseline demonstrating healthy
behaviors, self-efficacy, and stable family BMI measurements as opposed to an increase in BMI
over this time period for the control group. The research being conducted in this experiment was
on a small scale testing the general theory and practices to be implemented in another larger
study design.26 This data could be utilized to develop a more complex program targeting
prevention of weight gain and a broad-spectrum application for those within primary care.
For many individuals, treatment costs through primary care have been an identified
barrier.1, 2, 27 Primary Care medicine is a place where patients can find motivation, referral
management, and maintenance of health issues. Promotion of physical well-being has been seen
to be an effective way to stop weight gain as well as improve BMI measurements. 11, 13, 18-21 Other
factors that contribute to weight gains can be multi-dimensional from the community to genetics.
Unfortunately, like many other health issues related to genetics, prevention and efforts to reduce
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the likelihood of a disease happening are a first-line defense.1, 2 The past preventative strategies
targeting schools as a place of physical activity seem to be a trend due to their constant presence
in communities and a requirement for attendance of children.2, 19, 21, 22, 25
Lifestyle habits are difficult to change but can be accomplished with motivation, support,
and behavioral therapy. 8-10, 12-15, 18 Gaps in education about optimal health, nutritional wellness,
physical wellness, and their use in the home setting are addressed through goal setting and
motivation. Community and social support also maintain motivation and encouragement.2, 10, 18,
19, 24, 25

Measurements that can be helpful in assessing the changes before and after treatment are

dietary and physical activity logs, cardiometabolic panel, BMI, and phycological health.7, 8, 11, 13,
15, 17-19, 22-26

Discussion
Research has shown that physical activity and a reduction in caloric intake have been the
staples of obesity management. The means by which this can be done focuses on changing a
lifestyle for the person or the family unit lifestyle. There has not been a study confirming which
approach is better to support children’s physical activity. What has been successful across the
spectrum of the articles of this literature review has been an activity that is almost every day of
the week, at least 60 minutes in duration, and moderate to vigorous in intensity. Social support
for physical activity has been shown to increase the likelihood of successfully reducing BMI and
maintaining weight loss. Community resources that were not a structured daily program did not
show success in a treatment program for childhood obesity.
When trying to maintain weight loss it has been found that long-term lifestyle changes
can be challenging. Particularly, FBT has been shown to have limited long-term sustainability
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without maintenance therapy sessions. The success of studies utilizing FBT can be applied to the
pediatric population’s age range because of the patient-centered approach. For families, the
implementation of FBT concepts such as replacing unhealthy practices and forming new habits
cognitively and behaviorally can be difficult to maintain when new stress or challenges occur.
One barrier that often contributes to failure rates is the long-term treatment and motivation of
families to sustain this new lifestyle and way of cognition. People are prone to adapting to stress
in familiar ways of habits and mentation. The financial burden affects many patients and can be a
contributing factor to SDOH.
This literature review has similar findings to the research conducted by scientists focused
on preventing and managing childhood obesity through the platform called FCU4Health. This
multi-faceted approach begins in Primary Care.24 Resources needed for success included PCPs,
nutrition support and education through a dietician, social services providing a care coordinator,
and a psychologist trained in FBT for obesity management. Financial burdens for patients and
limited coverage from insurance companies have been restrictive factors for this recent work and
the application of this evidence-based program. The success and compliance of treatment
management of this study have similar findings to this literature review which are about 70%.
The FCU4Health is flexible and can be adapted to a pediatric patient’s age, social, family,
behavioral, and developmental changes. This literature review and its application to a treatment
model for childhood obesity are in support of a program design that changes based on age and
personal needs. The FCU4Health was established targeting the age range of 2-17 years of age
and has shown short and long-term success over six years.24
Implementation of childhood obesity management within primary care has shown success
when PCPs are a connection point after identifying those in the obesity category. PCPs can also
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be utilized for resources regarding changing lifestyles. Management often requires expertise
beyond a primary care setting due to the lack of current management guidelines. Standardizing
care, increasing appointment length time, and frequent check-ins to evaluate progress and goals
are needed to support care. Time restraints are a barrier identified by patients and practitioners.
For example, in the FCU4Health study, PCPs were provided with education through the program
platform to promote obesity management.24 Established guidelines for childhood obesity
management also provide structure for providers that can be critical for short and long-term
success.
Teens have been found to eat a diet less nutritionally dense than other age groups. Social
and family support from behavioral therapy such as FBT has been shown to help reduce sugar
and high saturated fat ingestion. In all age groups, a diet high in sugar and saturated fats
correlates with an increased BMI. Diets high in fruits in vegetables are usually more
nutritionally dense and contain fewer calories. However, a limitation of most studies in this
literature review was actual measurements of participants’ nutritional status beyond metabolic
measurements. In 2012, public health initiatives were made to increase the amounts of fruits and
vegetables that children have access to, but these standardized diets have been reported to have
low compliance and without repercussions for disregard within schools and daycare settings.
Research that has yielded greater success with a community-centered approach in schools
has been focused on physical activity outside of school hours. Programs that have utilized
schools as a place for physical activity have shown high success rates for the school year
duration. Support from a community promoting healthy habits can also help sustain weight
management goals. There have been modest benefits to childhood obesity management in
communities that are resource high for nutrient-dense foods or physical activity opportunities.
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Overall, findings highly suggest that a reduction in screen time to less than two hours has
beneficial reductions in BMI. Interestingly, the study with the highest compliance rate was
exergaming which utilized a video gaming platform for exercise. The study participants also
adhered to implemented screen time limitations. Social support for the participants from family
and friends throughout the week was also implemented in this study which suggests family
lifestyle and community support can help improve a person’s lifestyle choices.
Program failures that have been identified within this literature review generally include
education about nutrition and weight loss without other therapy modalities or physical activity
changes. The key feature for success seems to be the support of the lifestyle change that
promotes improving diet or increasing physical activity. Within the United States and other
developed countries, long-term chronic disease management plan adherence is 50%.28 For future
research regarding adherence rates, this comparison could be used as a benchmark for evaluating
the long-term success of a program.
Conclusion
When addressing the question of what alternative models are effective in improving
health outcomes in children with obesity in the United States, it has been shown imperative that
individualized care for a person and their unique circumstances have the most benefit in obesity
management. The health benefits that can be gained from maintaining an ideal body weight
include less risk of the severity of communicable diseases, decreased blood pressure, decreased
cholesterol levels, reduced risk of developing type two diabetes, cancer, heart disease, sleep
apnea, joint problems, gallstones, and psychological difficulties. Future research needs to be
completed to find a cost-effective method of long-term obesity management.
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For the data collected in this literature review, physical activity and a reduction in caloric
intake have been identified as key features of obesity management. For the pediatric population,
the family unit can play a critical role in the success of this disease management. Support of a
family has been most successful with FBT but can be affected by other therapy modalities.
Therapy for families often includes education about optimal nutrition. However, education of
parents and children without implementation strategies for lifestyle changes has been shown
unsuccessful for childhood obesity management.
Physical activity modifications have successfully been targeted within the home and
school setting. What has been successful across the spectrum of the articles within this literature
review is a physical activity that is almost every day of the week, at least 60 minutes in duration,
and of moderate to vigorous intensity. Further research needs to be conducted to discover which
approach is better to support children’s physical activity. Social support for physical activity has
been shown to increase the likelihood of successfully reducing BMI and maintaining weight loss.
Future research also needs to be completed regarding optimal long-term disease management
success and strategies.
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